Pulmonary Tuberculosis.' SIR RICHARD DOUGLAS POWELL, in re-opening the discussion, said that in his opening remarks he endeavoured to define in what respects skilled X-ray examinations were most serviceable in the diagnosis of tuberculosis and laid some stress upon their value in recognizing the degree and extent of disease at different periods, thus serving to record advance or retrogression under treatment, and especially under institutional treatment. In the diagnosis of the disease as regards degree, activity and outlook he would appeal to X-ray examination as of value in certain cases provided its findings were carefully collated with those of other methods and taken in association with the general features of the case. In cases of differential diagnosis, too, some of which he had specified, the rays were valuable, and also as a help in defining the outlines of pneumothorax or empyematous or other abscesses or cavities with a view to surgical interference.
He was unable to follow all the conclusions arrived at by Rontgenray observers with regard to the morbid anatomy and distribution and s4pread of lesions of tuberculosis, but on this point he spoke at some disadvantage, as he was not aware how far the conclusions of Dr. Jordan and others were generally accepted by their colleagues in the X-ray department of clinical medicine. It seemed to him a rash conclusion to accept the central opacities found in the great majority of cases examined as evidence of tuberculous disease, commencing at the hilus and the shadow streaks extending therefrom along the bronchial tracts as paths of advance of the tuberculous lesions towards the periphery. ' Adjourned from February 21.
A-8
One would expect all urban dwellers at least to have the shadows of their peribronchial glands deepened, and in this cigarette-smoking age the capacity of the glands as dust-sifters must be still more exercised. But the assumption of the X-ray specialists that these shadows were of tuberculous origin and that, as such, they preceded in most cases any peripheral lung lesion that could be recognized by other physical examination, was to his mind quite beyond what the facts warranted. Such an assumption received little support from pathological investigation, and excluding, perhaps, exceptional cases of mediastinal suppuration with inhalation of tuberculous pus into the bronchial tract, local infection extended along the lynmphatics in the direction of, not against, the lymph currents. It also seemed to him that in their clinical aspects the cases brought forward by Dr. Jordan as typically illustrative of his contention as to the central commencement of lesions and their extension towards the periphery were by.no means conclusive. In the case of the girl, aged 12, fig. 5 in the pamphlet, " Peribronchial Phthisis," the shadow over a large peripheral area P and the shadow over a corresponding peripheral area on the other side were nearly as deep as the central opacities and indicated the presence of physical signs of an obvious kind over portions of lung very comlmonly affected in an early stage of the disease. There were similar shadows in fig. 3 , the case of a man, aged 35, significant of lesions which could scarcely have been overlooked on careful physical examination. It seemed to him impossible to regard these as lesions of extension from the central areas.
If X-ray examination revealed disease in all cases, where was the advantage of it ? Like other clinicians, he had been accustomed these many years to give opinions for or against tuberculosis in cases whichoccasional errors excepted-the views expressed had stood the test of time. But, to put it in another way, supposing an X-ray department attached to a life assurance office. It would be more easy for a camel to pass through the eye of a needle than for an insurance candidate to enter through that department to acceptance for first-class life assurance. And yet when statistics were examined it was found, for instance in Manchester, whence Dr. Bythell's statistics were derived, that the deathrate from all forms of tuberculosis was 9 8 of all causes and 0'16 on the population; from pulmonary tuberculosis, 6'6 of all causes and 011 on population; and in his own life assurance office, of 2,234 deaths in ten years 97 were from tuberculosis, or less than 5 per cent. of mortality.
And of 150 cases in which policies had been issued in the last three years with a special clause that any person in whom tuberculosis had arisen could at once claim two-thirds of the amount insured, in no instance had any claim come in.
Sir Richard repeated that he was not questioning the value of X-ray examinations in recording physical phenomena and in divulging some lesions that might be too deep for detection by percussion and auscultation, but to be of clinical value, beyond merely recording physical signs, such examinations must be made with the greatest caution and interpreted with the most rigid care.
He showed, by means of the epidiascope, skiagrams of two cases taken by Mr. Lyster, which presented clinical features of some interest.
The first case was that of a man who came from South Africa, where he had been working in the gold mines; he had had what he called a slight attack of bronchitis, which, he said, was unattended with fever. From his description Sir Richard thought it might have been an attack of influenza. He stated that he was examined by five physicians in the neighbourhood of the mines, who all declared that he had tuberculosis, and that he must leave the mines at once. He was allowed considerable compensation on his discharge. The prognosis expressed was very grave and the patient came to England, and consulted him (the speaker). The physical signs were those of some emphysema and some degree of fibrosis, more marked at the left upper lobe than elsewhere. He had some tenacious mucous sputum, dark-coloured, but not amounting to " black spit." This had been examined once or twice in South Africa, but no tubercle bacilli were found in it. A further very careful examination was made in London, but still no tubercle bacilli were discovered. Mr.-Lyster made an X-ray examination of him, which showed a certain amount of general fibrosis and pigmentation of the lung (figs. 1 and 2). Sir Richard regarded the shadows as indicating a certain degree of peribronchial and interlobular fibrosis with some deposition of silicious dust in the lymphatic tissues, and he interpreted the deeper central shadow as due to the pigmentation seen through the greatest depth of the lung, and to some enlargement and pigmentation of the bronchial glands. The other half of the skiagram showed the same thing. The symptom which attracted attention was a peculiar air-hunger; the man would from time to time give a deep sighing respiration, and complained that he could not "get to the bottom" of his breathing. He also suffered from occasional attacks of heart failure. He had had several such attacks on board ship, some in South Africa, and one on his way down. Finding nothing wrong with his heart, Sir Richard attributed these to a neurosis for which, perhaps, the sudden shock from the announcement of the seriousness of his condition was responsible. He regarded the case as one of pneumo-koniosis in an early stage and had given a hopeful prognosis if the patient discontinued mining and lived a fresh-air life.
FIG. 1.
Case of pneumo-koniosis. Skiagram of left side, showing a general peribronchial and perilobular mottling of the lung with deeper central shadows partly interpreted as the general mottling seen through the thickness of the lung, with fibrous condensation and silicious dust deposition in the bronchial glands.
The next case was to himn a conundrum, and if any menmber could throw light upon it he would be pleased. The patient was an estate agent, aged 35, who had had a cough every winter for some years. In May last he had influenza, and the cough had persisted ever since,
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and was now very troublesome, and often attended with a choking, flatulent regurgitation, and he occasionally brought up clumps of blood. His weight had been maintained. He had occasional acidity. Up to a month ago he had been a free smoker, but there was no history of alcohol. Twelve months before he had had syphilis. The physical signs were remarkable. There was dullness over the right front from the second space downwards, and inwards to within half an inch of the right margin of the sternum, the resonance of the left lung extending across the mediastinum to this line. The maximum impulse of the heart was felt at the fourth intercostal space in the right anterior axillary line, but on careful palpation and auscultation the apex beat was made out to be at the fifth intercartilaginous space about half an inch from right margin of sternum. The liver dullness extended to within the margin of the cartilages and the liver could not be felt below. Posteriorly there was general dullness over the right side, the dullness being absolute from the midscapular level downwards, but the upper line of complete dullness was somewhat convex, the margin of lessened dullness extending a little downwards both in the interscapular and axillary regions. Over the region of complete dullness both respiratory and vocal fremitus were practically absent. The dimensions of the side were, however, not notably altered, but the movement was lessened. Above the complete dullness in the interscapular region below the spine of the scapula the breath-sound was imperfectly cavernous in quality, the voice pectoriloquous, and a few coarse crackles were heard with an occasional flatulent gurgle communicated from the cesophagus. In the supraspinous fossa and in front the respiratory sounds were somewhat blowing but weak. The resonance of the left side of the chest was full, and extended over the sternum to a little beyond its right inargin. The respiratory sounds were coarsely vesicular. The stomach resonance was over the normal area. There was no abnormality notable about the heart except its position. This man's mother and maternal uncle had died of phthisis. He had passed for life assurance after medical examination nine years ago, and up to eight years ago could bicycle 100 miles. There was no history of his having inhaled any foreign body nor of any pleuritic illness or attack suggestive of pneumothorax; and Sir Richard was at a loss to account for the extraordinary degree of displacement of the heart, and -could only suggest a densely fibroid lung with possible excavation at the apex of the lower lobe and a cartilaginous caseo-tuberculous pleura. The history pointing to these was, however, quite deficient, and he had learned the further interesting fact that as recently as September last the patient had consulted his colleague Dr. Young, who then found only a slight impairment of resonance at the right base, the position and sounds of the heart being normal.
The skiagram bore out generally the physical signs and showed the enlargement of the left lung and the complete displacement 'of the mediastinal contents to the right of the spinal column, also a remarkable corresponding divergence of the lower trachea and main bronchi to the right. It showed also that the case was not one of pleuritic effusion and that no foreign body was impacted in the bronchus. Growth seemed to be excluded, and probably the case might ultimately prove to be one of tuberculous and, perhaps, loculated pleura with fibroid collapse of the lung. The history of syphilis was too recent for a gumm-atous explanation of the condition.
Mr. IC. R. C. LYSTER said that, in regard to the case of miner's lung mentioned by Sir Richard Douglas Powell, it might be taken as a lesson from the radiographic standpoint. From what Sir Richard Powell said, he did not regard it as a case of tubercle, and yet the markings or mottling in the bronchi would be difficult to distinguish from those due to tubercle, He considered that in that case there was an actual deposit of earthy salts from the mine in the bronchi, causing an irritation fibrosis; and probably the deeper markings towards the hilum were due to enlarged glands, as the result of this chronic form of irritation.
He thought it right to give the result of his small experience on the question of diagnosing tuberculosis by X-ray plates and screens. He confessed he could not be certain that mottling in the bronchi was due to tubercular infection only. He had seen cases of small patchy bronchopneumonia in children suffering from whooping-cough, which he would read. as identical with cases which had been shown and which he had been assured were tubercular. He hoped and believed a time would come when the X-ray plate would enable one to say which case was tubercular and which was not, but he did not think that time had yet arrived.
Dr. DAVID LEES desired to add a word or two to the remarks he made at the last meeting. He was grateful to Dr. Bythell for his invitation to visit his Manchester clinic, and regretted that he had not been able to accept it. But even if he had been able, he would have felt that a screen examination not reinforced or corrected by a skiagram was not absolutely trustworthy, and might lead to error of interpretation. By kind permission of Dr. Voelcker, Dr. Ironside Bruce and he had examined three cases at the Hospital for Sick Children, Great Ormond Street, in which he found percussion signs which seemed to him evidence of a present or past tuberculosis.
In the first case, on screen examination, there was some general increased opacity of the right lung, which was more definite and discrete
